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Department of Finance &
Administration
Bureau of TennCare

VENDOR:
- Volunteer State Health
Plan, Inc. (TennCare Select)




RECEIVED
MAY 1 4 2007

FISCAL REVIEW

STATE OF TENNESSEE

BUREAU OF TENNCARE
210 Great Circle Road
NASHVILLE, TENNESSEE 37243

May 7, 2007

Mr. Jim White, Director

Fiscal Review Committee

8" Floor, Rachel Jackson Bldg.
Nashville, TN 37243

Attention: Ms. Leni Chick

RE: Bureau of TennCare
Contracts Submitted for Fiscal Review

. Dear Mr. White:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
consideration by the Fiscal Review Committee amendment #2 to QSource Center for HealthCare
Quality, RFS 318.65-205. This competitively bid contract is being amended to strengthen
reporting requirements and timelines. There is no term extension or additional funding
associated with this amendment. '

Additionally, the Managed Care Organizations  for West and East Tennessee are being
amended to provide the following modifications to current MCO language: (1) Clarify National
Provider Identification (NP1) reguirement consistent with CMS requirements; (2) Revise Network
Adequacy Language to be consistent with Middle TN CRA; (3) Revise Department of Education
language to be consistent with current policies for coordination with Department of Education,
Project Teach and school based providers; (4} Clarify LEP provisions and Teen Newsletter
requirement; (5} Modify reporting relative to PCP and emergency room visits, emergency
department utilization, disease management and case management, nurse triage 24/7 line,
remove Quality Improvement Activity {(QIA) Grid due to NCAQ Accreditation being achieved, and
NCQA Reports; (6) Add language for consistency with NCQA reguirements; (7} Revise risk target
evaluation periods from quarterly to annual, revise and clarify methodology for Targets and Bonus
potential; (8) Extend term of agreement through June 30, 2008 to align with State Fiscal Year
and add funding to support extension of term, and (9) Housekeeping revisions made for
consistency throughout the Agreement.

The Managed Care Organizations for Middle Tennessee are being amended to includes the
foliowing modifications: (1) Clarify National Provider Identification (NP1) requirements consistent
with CMS requirements; (2) Revise language o be consistent with current policies for
coordination with Department of Education, Project Teach and school based providers; (3)
Clarify LEP provisions and Teen Newsletter requirements; (4) Modify reporting as it relates to
PCP and emergency room visits; emergency department utilization, disease management and

case management, nurse triage 24/7 line, and NCQA Reports; (5) Add language for consistency



with NCQA requirements, and (8) Housekeeping revisions made for consistency throughout the
agreement.

The three Behavioral Health Organizations (BHOs) are being amended to provide the following
modifications to BHO language: (1) Clarifies National Provider Identification {NPI) requirements
consistent with CMS requirements; (2) Revise language to be consistent with current policies for
coordination with Department of Education, Project Teach and school based providers; (3)
Clarifies LEP provisions and Teen Newsletter requirement; (4) Strengthens reporting as it relates
fo case management services, inpatient reports, payment for out of plan emergency providers,
cost and utilization, and satisfaction and outcome performance measures, (5) Clarifies language
to require all provider agreements be approved in advance by TDGI; (6) Modification of
mandatory evaluation time language to be consistent with Tennessee Code Annotated §33-7-

303(b).; (7) Extends the term of the contract for an additional year and provides funding to -

support term extension, and (8) Housekeeping revisions made for consistency throughout the
agreement. ‘ ’

“The Bureau of TennCare would greatly appreciate the consideration and approval of these
amendments by the Fiscal Review Committee.

Scott Pierce

Chief Financial Officer

Sincerely,,

GG - -Darin.. Gordon, Deputy COMMISSIONET . ...

Alma Chilton



06-16-04

REQUEST: NON-COMPETITIVE AMENDMENT

'RECEIVED APPROVED
MAY 1 4 2007
FlSCAL REV‘EW g::;:missioner of Finance & Administration

s regmred

1 318.66-026

Department of Finance and Administration, Bureau of TennCare

Provides TennCare covered services to children in State custody and provides a safety net should other
MCO's fail.

FA-02-14632-00

Volunteer State Health Plan, Inc.

July 1, 2001

12/31/2007

$582,177,305.90

06/30/2008

$782,177,305.90

& use of Non-Competitive Negotiation is in the best interest of the state

D only one uniquely qualified service provider able to provide the service




This amendment provides the following modifications to current MCO language: (1) Clarify National Provider Identification {NPI)
requirement consistent with CMS requirements; (2) Revise Network Adequacy Language to be consistent with Middle TN CRA; (3)
Revise Department of Education language to be consistent with current policies for coordination with Department of Education, Project
Teach and school based providers; (4) Clarify LEP provisions and Teen Newsletter requirement; (5} Modify reporting relative to PCP
and emargency room visits, emergency department utilization, disease management and case management, nurse triage 24{7 line,
remove Quality improvement Activity (QIA) Grid due to NCAQ Accreditation being achieved, and NCQA Reports; (6) Add language for
consistency with NCQA requirements; (7) Updated payment provision to extend Community Health Record (CHR); (8) Extend term of
agreement through June 30, 2008 to align with State Fiscal Year and add funding to support extension of term, and (2) Housekeeping
revisions made for consistency throughout the Agreement. ‘

(3) name and address of the gropo ntractor
| =% {not required if proposed contractor is a state.edy

BlueCross BlueShield 801 Pine St Chattanooga, TN 37402

This Cantractor is currently providing a network of services for the TennCare Program. This is an amendment to current contract.

The Bureau of TennCare is currently modifying all of the MCO contracts fo provide specific language changeas for clarity and
compliance with current changes in the TennCare program. These MCO contracts provide necessary Health Care Services to the
TennCare/Medicaid Population and TennCare would greatly appreciate approval by the Commissioner of F&A.

AR ERY




CONTRACT SUMMARY SHEET

RFS Number: 318.66-026 Contract Number:  |FA-02-14632-17
State Agency: Department of Finance and Administration Division: Bureau of TennCare
Contractor Contract Identification Number
1 v-
P are Select
VSHP {TennCar ) 0O c-

Service Description

Managed Care Organization Services (ASQO) / Medically necessary Health Care Services to the TennCare / Medicaid Population

Contract Begin Date

Contract End Date

711/2001 6/30/2008
Allotment Code Cost Center Object Code Fund Grant Grant Code Subgrant Code
'318.66 4A2 134 11 ] STARS
Interdepartmental Total Contract Amount (including
EY State Funds Federal Funds Funds Other Funding ALL amendments
2002 $ 6,755937.23 1% 11,843,931.25 3 18,599,868.48
2003 $ 15,78512340 % 17,294,819.40 $ 33,079,942.80
2004 $ 25125908072 | § 38,364,165.90 3 63,490,156.62
2005 $ 58,007,447.00 | % 58,007,447.00 $ 116,014,894.00
2006 $87,748,111.00 $87,748,111.00 ) $175,496,222.00
2007 $87,748,111.00 $87,748,111.00 $175,496,222.00
2008 $72,610,000.00] $127,390,000.00 $200,000,000.00
Total:| $353,780,720.35 | $ 428,396,585.55 $782,177,305.90
CFDA# ' [93.778 Title XIX Dept. of Health &Human Sves. Check the box ONLY if the answer is YES:
State Fiscal Contract Is the Contractor a SUBRECIPIENT? (per OMB A-133)
Name: Scott Pierce ‘
Address: 310 Great Circle Road is the Contractor a Véndor? (per OMB A-133)
Phone: Nashvitle, TN
{615)507-6415 Is the Fiscal Year Funding STRICTLY LIMITED?

Procuring Agency Budget Officer Approval Signature

Is the Contractor on STARS?

Scott Pierce Wl/\

Is the Contractor's FORM W-9 ATTACHED?

|s the Contractor's Form W-9 Filed with Accounts?

Funding Certification

COMPLETE FOR ALL AMENDMENTS (only)

Base Contract & Prior

Pursuant {o T.C.A., Section 9-6-113, 1, M. D. Goelz, Jr.,

Amendments This Amendment ONLY JCommissioner of Finance and Administation, do hereby certify that

CONTRACT END DATE: 12131/2007 6/30/2008 Ithere isa balancs_: in the appropriation from which this obligation is
FY: 2002 $ 18.599,868.48 Ireq.uire'd to be ptsud thqt is not otherwise encumbered 1o pay
FY: 2003 $  33.070.942.80 obligations previously incurred.
FY; 2004 $ 63,490,156.62
FY: 2005 $116,014,894.00
FY: 2006 $175,496,222.00
FY: 2007 $175,151,878.00
FY: 2008 - $200,000,000.00

Total:| $582,177,305.90 $200,000,000.00




AMENDMENT NUMBER 17

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the receipt and
sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement for the Administration
of TennCare Select by and between the State of Tennessee TennCare Bureaw, hereinafter referred to as TENNCARE, and
Volunteer State Health Plan, Inc., hereinafter referred to as the CONTRACTOR, as follows:

Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only and shall not be
construed to infer a contractual construction of language.

1.

Section 1-3 shall be amended by adding a definition for “Intervention”.

Intervention - An action or ministration that is intended to produce an effect or that is intended to alter the course of
a pathologic process.

Section 2-1.m shall be deleted and replaced as follows:

m.

Agree to report all provider related data required pursuant to this Agreement to TENNCARE using uniform
provider numbers. The uniform numbers to be reported for all providers except pharmacy will be the
National Provider Identifier (NPI) Number issued by CMS, where applicable, and the traditional
“Medicaid” provider number issued by TENNCARE. Prior to payment of a claim, the MCO shall require
that providers that have not been enrolled in the TennCare Program previously as a Medicaid provider or as
a provider who currently receives direct payment from TENNCARE (i.c., Medicare cost sharing) contact
the Medicaid/TennCare Provider Enrollment Unit and obtain a “Medicaid™ provider number. The issuance
of a “Medicaid” provider number by TennCare is simply for the purpose of establishing a common
provider number for reporting purposes as required by this Section and does not imply that TENNCARE
has credentialed the provider or convey any other contractual relationship or any other responsibility with
the provider. Pharmacy providers shall use the Natjonal Association Board of Pharmacy (NABP) number
that ha$ been assigned as well as the NPI number issued by CMS, where applicable. The CONTRACTOR
agrees to utilize CMS’s newly established NPI numbers for all provider reporting purposes in accordance
with timeframes established by CMS, inciuding but not limited to, the development of contingency plans,
beginning May 23, 2007 and the implementation of final plans thereafter.

Section 2-3.12.3 (c) shall be amended by adding a new sentence to the end of the existing text.

2-3.12.3 {c) The individual or her authorized representative, if any, must sign and date a "STATEMENT OF

RECEIPT OF INFORMATION CONCERNING HYSTERECTOMY" form, contained in this
Agreement as Attachment VII, prior to the hysterectomy. Informed consent must be obtained
regardless of diagnosis or age in accordance with Federal requirements. The form shall be
available in English and Spanish, and assistance must be provided in completing the form when an
aliernative form of communication is necessary, See attached form and instructions for additional
guidance and exceptions.

Section 2-3.17.7(1) shall be amended by adding a new Section 2-3.17.7(1)d.



Amendment 17 (cont.)

d. MCOs must have the ability to conduct EPSDT outreach in formats appropriate to enrollees who are blind,
deaf, illiterate or non-English speaking. At least one of the 6 outreach attempts identified above must
advise enrollees regarding how to request and/or access such assistance and/or information. The
CONTRACTOR shall collaborate with agencies that have established procedures for working with special
populations in order to develop effective outreach materials.

5. Section 2-3.17.7 (2) and (3) shall be deleted and replaced as follows:
(2) The CONTRACTOR shall have a written process for following up with members who do not get their

screenings timely. The MCO must have a mechanism for aintaining records of efforts made to reach out
to children who have missed screening appointments or who have failed to receive regular check-ups. The
MCO must make at least one effort each quarter to get such children in for a screening. These efforts are in
addition to the efforts described in Section 2-3.17.7(1) above and must be a different written or oral
strategy each quarter. Tt will not be adequate to simply send the same letter four times.

(3)  The MCO must have a process for determining if someone eligible for EPSDT has used no services within a
year. The MCO must make two reasonable attempts to re-nofify such members about EPSDT. One of these
attempts can be to refer the member/family to the local health department for a screen. (These two attempts
are in addition to the one attempt per quarter mentioned above.)

6. Section 2.3.20 shall be deleted and replaced as follows:

23.20

2-4.1.1.

Coordination with the Department of Education

The CONTRACTOR is responsible for the delivery of medically necessary covered services to school-aged
children. MCOs are encouraged to work with school-based providers and the Department of Health’s
Project Teach staff to manage the care of students with special health care needs. The State has
implemented a process, referred to as TENNderCARE Connection, to facilitate notification of MCOs when
a school-aged child enrolled in TennCare has an Individualized Education Plan (IEP) that identifies a need
for medical services. In such cases, the school is responsible for obtaining parental consent to share the
IEP with the MCO and for subsequently sending a copy of the parental consent and IEP to the MCO. The
school is also responsible for clearly delineating the services on the IEP that the MCOs are to consider for
payment. The CONTRACTOR must designate a contact person to whom correspondence concerning
children with medical services included in their IEPs will be directed. After receipt of an IEP, the MCO
must:

(a) Either accept the IEP as indication of a medical problem and treat the IEP as a request for service
authorization and assist, if necessary, in making an appointment to have the child evaluated by the
child’s PCP or another in-network provider in accordance with the time frames specified in the
TennCare Waiver Terms and Conditions for access to care.

)] Send a copy of the IEP and any related information (e.g. action taken by the MCO in response to
receipt of the 1EP, action the MCO expects the PCP to take) to the PCP.

(c) Notify the designated school contact of the ultimate disposition of the request (e.g. what services
have been approved for the child, what arrangements have been made for service delivery).

Section 2-4.1.1 and 2-4.1.2 shall be deleted and replaced as follows:

Primary Care Providers (PCPs)

(2) With the exception of members dually eligible for Medicare and TennCare, the CONTRACTOR shall
ensure that each member has an assigned PCP, as defined in Section 1-3, who is responsible for
cogrdinating the covered services provided to the member.



Amendment 17 (cont.)

(b)

()

(d)

(e)

®

(2)

The CONTRACTOR shall assure that there are PCPs, willing and able to provide the level of care
and range of services necessary to meet the medical needs of its members, including those with
chronic conditions. There shall be a sufficient number of PCPs who accept new TennCare
members within the CONTRACTOR s service area so that the CONTRACTOR meets the Terms
and Conditions for Access provided in Attachment IIL.

The CONTRACTOR shall offer each member (other than members who are dually eligible for
Medicare and TennCare) the opportunity to select a PCP.

The CONTRACTOR may, at its discretion, allow vulnerable populations (for example, persons
with multiple disabilities, acute, or chronic conditions, as determined by the CONTRACTOR) to
select their attending specialists as their PCP so long as the specialist is willing to perform
responsibilities of a PCP as defined in Section 1-3.

If 2 member who is not dually eligible for Medicare and TennCare fails or refuses to select a PCP
from those offered within thirty (30) calendar days of enrollment, the CONTRACTOR shall
assien a PCP. The CONTRACTOR may assign a PCP in less than thirty (30) calendar days if the
CONTRACTOR provides the enrollee an opportunity to change PCPs upon receipt of notice of
PCP assignment,

The CONTRACTOR shall establish policies and procedures to enable members reasonable
opportunities to change PCPs. Such policies and procedures may not specify a length of time
greater than twelve (12) months between PCP changes under normal circumstances. If the ability
to change PCPs is limited, the CONTRACTOR must include provisions for more frequent PCP
changes with good cause. The policies and procedures shall include a definition of good cause as
well as the procedures to request a change.

If a member requests assignment to a PCP located outside the distance/time requirements in
Attachment IIT and the CONTRACTOR has PCPs available within the distance/time requirements
who accept new members, it shall not be considered a violation of the access requirements for the
CONTRACTOR to grant the member’s request. However, in such cases the CONTRACTOR
shall have no responsibility for providing transportation for the member to access care from this
selected provider, and the CONTRACTOR shall notify the member in writing as to whether or
not the CONTRACTOR will provide transportation for the member to seek care from the
requested provider. In these cases, the CONTRACTOR must allow the member to change
assignment to a PCP within the distance/time requircments at any time if the member requests
such a change. '

2-4.1.2 Specialty Services Providers

Essential Hospital Services and Centers of Excellence

(1) The CONTRACTOR shall demonstrate sufficient access to Essential Hospital Services
which means that, at a minimum, in each Grand Region served by the CONTRACTOR,
the CONTRACTOR shall demonstrate a contractual arrangement with at least one (1)
tertiary care center for each of the following:

Y] neonatal services;
(ii) perinatal services;
(iii) pediatric services;
(iv) trauma services; and
v) burn services.



- Amendment 17 (cont.)

(2) The CONTRACTOR. shall demonstrate sufficient access to comprehensive care for
people with HIV/AIDS which means that, at a minimum, in each Grand Region in which
the CONTRACTOR operates, the CONTRACTOR shall demonstrate a contractual
arrangement with at least two (2) HIV/AIDS Centers of Excellence located within the
CONTRACTOR’s approved Grand Region(s). HIV/AIDS centers of Excellence are
designated by the DOH. The CONTRACTOR shall demonstrate a contractual
arrangement with all Centers of Excellence for children in, or at risk of state custody, as
identified by TennCare. This minimum requirement is mot intended to release the
CONTRACTOR from the requirement io provide or arrange for the provision of any
covered service required by its enrollees, whether specified above or not.

b. Physician Specialists

The CONTRACTOR shall establish and maintain a network of physician specialist that is adequate and
reasonable in number, in specialty type, and in geographic distribution to meet the health care needs of its
members (adults and children) without excessive travel requirements. This means that, at a minimum:

M

The CONTRACTOR has signed provider agreements with providers of the specialty types listed
in Attachment IV who accept new TennCare enrollees and are available on at least a referral basis;
and

(2) The CONTRACTOR is in compliance with the access and availability requirements in Attachments III, and

v,

(c)

TENNCARE Monitoring

TENNCARE will monitor CONTRACTOR compliance with specialty network standards on an
ongoing basis. TENNCARE will use data from the monthly Provider Enrollment File required in
Section 2-10.c.1, to verify compliance with the specialty network requirements. TENNCARE will
use these files to confirm the CONTRACTOR has a sufficient number and distribution of
physician specialists and in conjunction with MCO enrollment data to calculate member {o
provider ratios. TENNCARE will also periodically phone providers listed on these reports to
confirm that the provider is a contract provider as reported by the CONTRACTOR. TENNCARE
shall also monitor appeals data for indications that problems exist with access to specialty
providers.

(1) TENNCARE will require a corrective action plan from the CONTRACTOR when:

i) Twenty-five percent (25%) or more of non-dual members do not have access to
one or more of the physician specialties listed in Attachment IV within sixty
(60) miles;

(ii) Any non-dual member does not have access to one or more of the physician

specialties listed in Attachment IV within ninety (90) miles; or
(iii) The member to provider ratio exceeds that listed in Attachment IV.

(2) TENNCARE will review all corrective action plans and determine, based on the actions
proposed by the CONTRACTOR, appeals data, and the supply of specialty providers
available to non-TennCare members, whether the corrective action plan will be accepted.
Corrective action plans shall include, at a minimum, the following:



Amendment 17 (cont.)

(M

(i)

(iif)

(iv)

(iv)

R%)]

(vi)

(d) Weight Watchers

The addition of contract providers to the provider network as documented on the
provider enrollment file that resolves the specialty network deficiency;

A list of providers with name, location, and expected date of provider agreement
execution with whom the CONTRACTOR is currently negotiating a provider
agreement and, if the provider becomes a contract provider would resolve the
specialty network deficiency;

For those deficiencies that are not resolved, a detailed account of attempts to
secure an agreement with each provider that would resolve the deficiency. This
shall include the provider name(s), address(es), date(s) contacted, and a detailed
explanation as to why the CONTRACTOR is unable to secure an agreement,
e.g., lack of provider willingness to participate in the TennCare program,
provider prefers to limit access to practice, or rate requests are inconsistent with
TennCare actuarial assumptions;

A listing of non-contract providers, including name and location, who are being
used to provide the deficient specialty provider services and the rates the
CONTRACTOR is currently paying these non-contract providers;

Affirmation that transportation will be provided for members to obtain services
from providers who are willing to provide services to members but do not meet
the specialty network standards;

Documentation of how these arrangements are communicated to the member;
and :

Documentation of how these arrangements are communicated to the PCPs.

The CONTRACTOR shall include in its network the Weight Watchers regional center in the Grand
Region(s) in which the CONTRACTOR operates.

8. Section 2-6.2.c.2 shall be deleted and replaced as follows:

2-6.2.c.2.

()

Quarterly Newsletters

General Newsletter. The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter
to all enrollees which is intended to educate the enrollee to the managed care system, proper utilization of
services, etc., and encourage utilization of preventive care services. The CONTRACTOR shall include the
following information in each newsletter:

(1) specific articles or other specific information as described when requested by TENNCARE. Such
requests by TENNCARE shall be limited to two hundred (200} words and shall be reasonable
including sufficient notification of information to be included; and

(2) the procedure on how to obtain information in alternative formats or how to access interpretation
services as well as a statement that interpretation and translation services are free;

3) a notice to enrollees of the right to file a complaint, as is provided for by Title VI of the Civil
Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II of the Americans with
Disabilities Act of 1990, the Age Discrimination Act of 1975, the Omnibus Budget Reconciliation
Act of 1981 (P.E.. 97-35), and a Contractor phone number for doing so. The notice shall be in
English and Spanish;



Amendment 17 (cont.)

(b)

)] for TennCare enrollees, EPSDT information, including but not limited to, encouragement to obtain
screenings and other preventive care services;

{5) member services toll free telephone numbers; including the TenmCare Hotline, the
CONTRACTOR s customer service line and the CONTRACTOR’s 24/7 Nurse Triage Line as
well as the service/information that may be obtained from each line; and

(6) the following information to report fraud: “To report fraud or abuse to OIG: You can call free 1-
200-433-3982 OR Go online at www.state.tn.us/tenncare and click on “Report Fraud.” To report
provider fraud or patient abuse to MFCU, call free 1-800-433-5454.”

Teen/Adolescent Newsletter. The CONTRACTOR shall, at a minimum, distribuie on a quarterly basis a
newsletter to all enrollees between the ages of 15 and 20 which is intended to educate the enrollee to the
managed cars system, proper utilization of services, etc., with an emphasis on the encouragement to utilize
TENNderCare services.

The Teen/Adolescent Newsletter shall be a product of the MCO Adolescent Well-Care Collaborative, The
MCOs will agree on five required topics to include in each newsletter. MCOs may include additional
articles at their discretion; no deviation from the five agreed upon articles will be allowed unless approved
by TENNCARE.

The CONTRACTOR shall include the following information in each newsletter:

(2) Five teen/adolescent specific articles as agreed upon by the MCO Adolescent Well Care
Collaborative; and

(b) The procedure on how to obtain information in alternative formats or how to access interpretation
services as well as a statement that interpretation and translation services are free; and

(c) TENNderCare information, including but not limited to, encouragement to obtain screenings and
other preventive care services. '

In order to satisfy the requirement to distribute the quarterly newsletters to all enrollees, it shall be
acceptable to mail one (1) quarterly newsletter to each address associated with the enrollee’s TennCare case
number. In addition to the prior authorization requirement regarding dissemination of materials to
enrollees, the CONTRACTOR shall also submit to TENNCARE, five (5) final printed originals, unless
otherwise specified by TENNCARE, of the newsletters and documentation from the MCO's mail room or
outside vendor indicating that the newsletters were mailed within the calendar quarter, the quantity, and the
date mailed, to TennCare as proof of compliance by the 30th of the month following each quarter in
accordance with the reporting schedules as described in Section 6-8 of this Agreement.

Section 2-7.1.b shall be amended by deleting and replacing “Monitoring of oufcomes.” In Section 2-7.1.b(1)(e) with

“Program Evaluation.” and adding a new Section 2-7.1.b (7) and (8) which shall read as follows:

b.

M

MCO Case Management

The CONTRACTOR shall maintain an MCO case management program that includes the following
components:

(=) A systematic approach to identify eligible members;

(b) Assessment of member needs;

(c) Development of an individualized plan of care;

(d) Implementation of the plan of care, including coordination of care that actively links the member
to providers and support services; and

(e) Program Evaluation.
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(7)

(8)

The CONTRACTOR shall submit a quarterly case management report in a format prescribed by
TENNCARE. Enrollees who are enrolled in Disease Management need not be included in this report
unless they are also receiving case management services.

By August 15, 2007, the CONTRACTOR will submit a report to TENNCARE describing the
CONTRACTOR’s case management services. The report will include a description of the criteria and
process the CONTRACTOR wuses to identify members for case management, the process the
CONTRACTOR uses to inform members and providers of the availability of case management, a
description of the case management services provided by the CONTRACTOR and the methods used by the
CONTRACTOR to evaluate its case management program. Annually thereafter, the CONTRACTOR
shall submit a report outlining any changes to the case management program, along with justification for
such changes. These reports should only contain case management activity.

10. Section 2-7.1.e shall be deleted and replaced as follows:

2-7.1.¢ Excessive and/or Inappropriate Emergency Department (ED) Utilization. The CONTRACTOR shall utilize

the following guidelines in identifying and managing care for enrollees who are determined to have
excessive and/or inappropriate ED utilization.

(1) Review ED utilization data, at a minimum, every six (6) months (in January and July) to identify
enrollees with utilization exceeding a threshold defined by TENNCARE in the preceding six (6)
month period. In January, review ED utilization during the preceding April through September. In
Tuly review ED utilization during the preceding October through March. A report shall be
submitted to TENNCARE no later than February 28th and August 31st each year identifying
enrollees who exceeded the defined threshold for ED usage and specifying the interventions
injtiated for each enrollee.

(2) Enroll in active case management — (Enrollees who exceed a specified number, to be defined by
TENNCARE, of ED visits in the previous six (6) month period)

(3) Malce contact with enrolles and primary care provider

(4) Review encounter data

(%) Assess most likely cause of problem (e.g., drug seeking behavior, primary care/access problem,
poorly controlled disease state, etc.)

(6) Develop a case management plan based on results of the assessment. Sample plans based on
potential assessment results follow:
(2) Drug seeking behavior

i Interact with TennCare Pharmacy Division regarding possibility of pharmacy
lock-in and/or controlled substance prior authorization requirement

ii. Contact all providers regarding concern that patient may be abusing prescription
medications :

iii. Make appropriate referrals (e.g., OIG, Pain clinic, Substance abuse treatment
program, etc.)

iv. Consider primary care provider lock-in (i.e. patient must have PCP approval

before helshe can access other providers)
) Primary Care /Access Problem

i Change PCP and/or address problem with current PCP

ii. Provide enrolice education regarding appropriate use of PCP and ED

il Provide access to a 1-800 customer service line for assistance identifying and
selecting a PCP and to the extent necessary, assistance scheduling an

. appointment with PCP
{c) Poorly controlled disease

i Enroll in disease management

ii. Refer to specialist for management — advise PCP

it Provide access to 1-800 24/7 nurse answered line capable of providing health

information/education to patients; healthcare counseling/telephone triage to
assess health status to steer patients to the appropriate level of care. The 24/7
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7)

(10)

Nurse Triage line shall assure effective patient management by avoiding over-
utilization in inappropriate settings.
Any blanket policy to deny payment for specified "non-emergency" services in the ED based on
diagnoses must be accompanied by the following guidelines.

(48] Clear communication to all hospitals/EDs regarding the diagnoses that are and are not
considered emergencies;

(2) A process whereby the hospital could demonstrate that a condition on the list did, in fact,
represent an emergency,

3) Clear communication to all hospitals/EDs regarding the mechanism to bill for the
EMTALA required screen associated with any non-emergency diagnoses;

4) Payment for the EMTALA screens associated with any non-emergency diagnosis, and

(5) A specific process that the MCO shares with all hospitals/EDs by which the ED can
contact the MCO 24/7 to refer an enrollee with one of the non-emergency diagnoses to
the MCOQ for assistance in arranging for care in an alternative setting, when such
assistance is requested by the member.

(8) For hospitals that have elected to refer patients with non-urgent/emergent conditions to

alternative settings for treatment, the MCO must have a specific process in place whereby the ED

can contact the MCO 24/7 via a toll free phone line to obtain assistance for enrollees with non-
urgent/emergent conditions who do not require impatient admission and who are requesting
assistance in scheduling an appointment in an alternate treatment setting. The CONTRACTOR
may use the 24/7 Nurse Triage line described at Section 2-9.3.8 of this Agreement for this purpose
or may use another line the CONTRACTOR designates. By August 1, 2007, the CONTRACTOR
must submit a written report to TENNCARE providing the telephone number that will be used for

_such scheduling assistance and describing the process the CONTRACTOR will use to assure all

requests are responded to appropriately, including a description of the training provided to staff
answering the 24/7 scheduling assistance line. (9) If the CONTRACTOR. chooses to
implement a blanket policy as identified in subsection (7) above, failure to comply with the ED
guidelines as described therein may result in liquidated damages as described in Section 6-8.b.2 of
this Agreement,

The CONTRACTOR shall track and report on a quarterly basis, the total number of calls received
pertaining to patients in EDs needing assistance in accessing care in an alternative setting. Such
report will include the date and time of the call, identifying information for the enrollee, the name
and location of the hospital, the ultimate response to the call (e.g. appointment made with PCP)
and the elapsed time from ED wvisit until appointment in alternative setting. If the
CONTRACTOR uses the Nurse Triage line to provide appointment assistance to non-emergency
ED patients, the aforementioned information may be provided in conjunction with the report
discussed at Section 2-9.3.8 of this Agreement.

11. Section 2-7.1.K(5) shall be deleted and replaced as follows:

(5) CONTRACTOR’s Program Description

The CONTRACTOR shall submit a description of it’s Disease Management Program on an annual basis in

accordance with Section 2-10.13.7(b).

12, Section 2-7.1.f(8) shall be deleted and replaced as follows:

(8)

Program Evaluation (Satisfaction and Effectiveness)

The CONTRACTOR shall evaluate member satisfaction with the DM services (as described by NCQA) by
systematically analyzing feedback from members and analyzing member complaints and inquiries at least
annually. The feedback on satisfaction must be specific to DM programs. A written summary, of member
satisfaction with the DM program, shall be included in the annual DM report.

The CONTRACTOR shall establisk measurable benchmarks and goals for each DM program and shall
evaluate the programs using these benchmarks and goals. These benchmarks and goals shall be specific to
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each condition but should include the following information. This information shall be reported to
TENNCARE anmually on July 1st in accordance with Section 2-10.13.7.

1.

2.

=0 00 =1

The total number of active enrollees having one or more of the diagnosis codes (ICD-9 Codes)
relating to each of the required DM programs;

The passive participation rate (as defined by NCQA) for each of the required DM programs,
including the numerator and denominator used in calculating the rate

The number of individuals participating in each level or stratification of each of the DM programs;
Performance measured against at least two important aspects of the clinical practice guidelines
associated with each DM program;

The rate of emergency department utilization and inpatient hospitalization for members with
diabetes, asthma and congestive heart failure (rate calculations must be shown);

Neonatal Intensive Care Unit (NICU) days for births associated with members enrolled in the
Maternity Management Program;,

HEDIS measures related to any of the four DM projects;

Member adherence to treatment plans;

Provider adherence to the guidelines; and

Any other performance measure associated with any of the four DM programs that the MCO has
chosen to track.

13. Section 2-7.1.g shall be deleted and replaced as follows:

£. Disease Management for Obesity. In addition to the aforementioned disease management requirements, the
CONTRACTOR shall have a DM program for obesity that is provided as a cost effective alternative
service (see Section 2-3.10). This DM program shall, at a minimum, fulfill all requirements related to the
TennCare Partnership with Weight Watchers program. This means that, at a minimum, the
CONTRACTOR shall have provider agreements with the appropriate Weight Watchers regional center(s);
educate its contract providers about the program to ensure they make appropriate referrals for members;
and process claims according to the requirements in Section 2-9.12.

14, Section 2-9.3.8 shall be amended by adding additional text to the end of existing text.

2-9.3.8.

The CONTRACTOR shall maintain a 1-800 Nurse Triage line that shall be available to members
24 hours a day, seven days a week. The 24/7 Nurse Triage line service shall provide health
information/education to patients; healthcare counseling/telephone triage to assess health status in
order to steer patients to the appropriate level of care. The 24/7 Nurse Triage line shall assure
effective patient management by avoiding over-utilization in inappropriate settings. The
CONTRACTOR shall include information on the Nurse Triage line, including the telephone
number and the services/information available by calling the line, in the member handbook and in
quarterly member newsletters. The CONTRACTOR shall track and report on a quarterly basis
total calls received by the 24/7 Nurse Triage line including the ultimate disposition of ihe call (e.g.
education only, no referral for care; referred to primary care provider for care, referred to
emergency department for care). If the CONTRACTOR uses the 24/7 nurse line to fulfill the
requirements set forth in Section 2-7.1.e (8) of this Agreement, such calls must be separately
delineated in the report in accordance with the requirements described in Section 2-7.1.e (10) of
this Agreement.

15. Section 2-9.8.2 and 2-9.8.3 and 2-9.8.7 shall be deleted and replaced as follows:

2-9.8.2. Clinical and Service Quality Improvement/Performance Improvement Activities

The CONTRACTOR shall perform three (3) clinical and two (2) service quality improvement activities
relevant to the enroilee population. These Quality Improvement Activities may be used to meet NCQA
requirements if applicable. Two of the three clinical activities shall be determined by TENNCARE. The
TENNCARE selected clinical quality improvement activity topics are diabetes and maternity management.
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The following must be documented for each activity and CMS protocols for performance improvements
projects (PIPs) must be met:

= Rationale for selection as a quality improvement activity

Specific population targeted, include sampling methodology if relevant

Metrics 1o determine meaningful improvement and baseline measurement

Specific interventions (enrollee and provider)

Relevant clinical practice gunidelines

Date of re-measurement

The CONTRACTOR shall electronically submit Quality Improvement Activity Forms as required by
NCQA. These forms are available at www.NCQA org.

2-9.8.3. Clinical Practice Guidelines

The CONTRACTOR shall select at least four (4) evidence-based clinical practice guidelines from
recognized sources that are relevant to the enrollee population. Guidelines must be distributed to all
appropriate providers. The MCO shall measure performance against at least two (2) important aspects of
each of the four (4) clinical practice guidelines annually. The guidelines must be reviewed and any
revisions distributed to appropriate providers at least every two (2) years or whenever national guidelines
change. The CONTRACTOR must submit the names of the clinical guidelines (ADA, AMA, etc.) along
with a report on the results of performance measures uiilized for each.

2-9.8.7 NCQA Accreditation

NCQA Accreditation must be achieved by December 31, 2006 and maintained thereafter. In order to assure
that the CONTRACTOR is making forward progress, TENNCARE shall require the following information

and/or benchmarks be met:

i
CALENDAR YEAR 2005
Submit preliminary HEDIS data to EQRO as required by the CRA July 1, 2005
Submit locked DST to NCQA July 15, 2005

Purchase NCQA ISS Tool for 2006 MCO Accreditation Survey

August 1, 2005

Utilize the NCQA approved Quality Improvement Activity Form to submit
baseline data, barrier analysis, and planned interventions for three (3} Clinical
and two (2) Service Improvement Studies selected by MCO.

September 15, 2005

NCQA Accreditation Survey Application Submitted and Pre Survey Fec paid

November 15, 2005

Copy of signed contract with NCQA approved vendor to perform 2006
CAHPS Survey to TENNCARE

November 15, 2005

Copy of signed contract with NCQA approved vendor to perform 2006 HEDIS
Audit to TENNCARE

November 13, 2005

Submit copy of signed NCQA Survey Contract to TENNCARE

December 15, 2005

Notify TennCare of date for ISS Submission and NCQA Onsite review

December 31, 2005

CALENDAR YEAR 2006

HEDIS Baseline Assessment Tool completed and submitted to Contracted
HEDIS Auditor and TennCare

Febmary 15, 2006

Audited Medicaid HEDIS and CAHPS results submitted to NCQA and
TepnCare ‘

June 15, 2006

Finalize preparations for NCQA Survey (final payment must be submitted to
NCQA 60 days prior to submission of ISS.

July 1 — September
15, 2006

Submit ISS to NCQA

No later than
September 18, 2006

10
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16.

NCQA Survey Completed and copy of NCQA Final Report to TennCare: December 31, 2006

s  Excellent, Commendable, or Accredited

e Provisional — Corrective Action required to achieve status of
Excellent, Commendable, or Accredited; resurvey within 12 months.
Plan of Corrective Action addressing deficiencies noted by NCQA to
TemnCare within thirty (30} days of receipt of Final Report from
NCQA. Provisional status may result in the assessment of liquidated
damages or termination of this Agreement.

s  Accreditation Denied — Results in termination of this Agreement

CALENDAR YEAR 2007

Complete NCQA Reconsideration Process (if necessary) January 1, 2007-
March 30, 2007

Complete Provisional NCQA Accreditation Resurvey December 31, 2007

NOTE: Provisional NCQA Accreditation may result in the assessment of
liquidated damages or termination of this Agreement

Maintain NCQA Accreditation On-going

Audited Medicaid HEDIS and CAHPS results submitted to NCQA and | June 15, 2007
TermCare

Notify TENNCARE of any revision to accreditation status based HEDIS score | Annually immediately

upon notification by
NCQA

CALENDAR YEAR 2008 _

Maintain NCQA Accreditation On-going

Audited Medicaid HEDIS and CAHPS* results submitted to NCQA and | June 15, 2008

TennCare and the EQRO

Notify TENNCARE of any revision to accreditation status based HEDIS score | Annually immediately
upon notification by
NCQA

* Annually, the CONTRACTOR shall conduct a CAHPS survey. The CONTRACTOR shall enter into an
agreement with a vendor that is certified by NCQA. to perform CAHPS surveys. The CONTRACTOR’s
vendor shall perform the CAHPS adult survey, CAHPS child survey and the CAHPS children with chronic
conditions survey. Survey results shall be reported to TennCare, separately for each required CAHPS
survey

The CONTRACTOR may obtain additional payments for the successful achievement of NCQA
Accreditation as described in Section 5-1.h of this Agreement.

If the CONTRACTOR consistently fails to meet the timelines as described above, the CONTRACTOR
shall be considered to be in breach of the terms of this Agreement and may be subject to termination in
accordance with Section 6-2.2 of this Agreement. Further, failure to achieve specified benchmarks or
reporting requirements, as described in Section 6-8.2.2 shall result in damages as described therein.

Failure to obtain NCQA Accreditation by December 31, 2006 and maintain Accreditation thereafter, shall
be considered a breach of this Agreement and shall result in termination of this Agreement in accordance
with the terms set forth in Section 6-2.2 of this Agreement. Achievement of Provisional accreditation status
shall require a corrective action plan and may result in termination of this Agreement.

Following accreditation or re-accreditation, the CONTRACTOR must submit a copy of the bound report
from NCQA” within 10 days of receipt of the report. The report from the accreditation process conducted
in 2006 will be within 10 days of signature of this Agreement or within 10 days of receipt from NCQA
which ever occurs later.

Section 2-9.13.6(c)(3) shall be amended by adding additional text as follows:

11
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17,

18.

19.

20.

@)

Emergency Room Utilization. The CONTRACTOR shall maintain a procedure to identify and evaluate
enrollee emergency room utilization by PCP panel and provide a report to TENNCARE as described in
Section 2-10.14.2 of this Agreement. Individual enrollees who establish a pattern of accessing emergency
room services should be room services should be referred to case management for follow-up.

Section 2-10.3.1 shall be amended by adding additional text as follows:

2-10.3.1. Monthly Provider Enrollment File

The CONTRACTOR shall firnish to TENNCARE at the beginning of the Agreement period an electronic
report in the format specified by TENNCARE listing all providers enrolled in the TennCare plan, including
but not limited to, physicians, dentists, hospitals, home health agencies, pharmacies, medical vendors,
ambulance, etc. This listing shall include regularly enrolled providers, specialty or referral providers and any
other provider, which may be enrolled for purposes of payment for services provided out-of-plan. The
minimum data elements roquired for all provider listings required in this Section may be found in Attachment
XTI, Exhibit C of this Agreement. The CONTRACTOR shall be required to inquire as to the provider’s race
and/or national origin and shall report to TENNCARE the information, if any, furnished by the provider in
response to such an inquiry. The CONTRACTOR shall be prohibited from requiring the provider to declare
race and/or national origin and shall not utilize information regarding race or national origin obtained pursuant
1o such request as a basis for decisions regarding participation in the CONTRACTOR’s provider network or
in determination of compensation amounts.

Thereafter, a complete electronic provider replacement file (full file refresh) shall be submitted on a monthly
basis by the 5™ of each month. This information sha]l be used to determine CONTRACTOR compliance with
network adequacy standards and shall be used in conjunction with encounter data.

Each provider shall be identified by a Tennessee Medicaid LD. number (i.e., each servicing provider in a
group or clinic practice must be identified by a separate provider number) as well as the National Provider
Identifier (NPI) Number, effective May 23, 2007. These unique identifiers shall appear on all encounter
data transmittals. '

Within ten (10) working days of a request by TENNCARE, the CONTRACTOR shall provide an
unduplicated listing of all contracting providers, in a format designated by TENNCARE.

Failure to report the provider information, as specified above, shall result in the application of liquidated
damages as described in Section 6-8.2 of this Agreement.

Section 2-10.5.4 shall be deleted in its entirety.

Section 2-10.10.7 shall be amended by adding additional text as follows:

2-10.10.7 High-Cost Claimants

The CONTRACTOR shall identify and report to TennCare the number of enrollees who incurred claims in
excess of twenty-five thousand doilars ($25,000) on a rolling quarterly basis. The CONTRACTOR shall
report the enrollee’s age, sex, primary diagnosis, and amount paid by claim type for each enrollee. The
name, and other identifying information of the member shall be blinded in order to maintain confidentiality.

Section 2-10.13.3 shall be deleted and replaced as follows:

2-10.133.  PCP Assignment

12
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The CONTRACTOR shall submit a quarterly report to TENNCARE by PCP that shall include the
following information for non-dual populations: Provider Name, Provider Medicaid L.D. Number, NPI
Number, Number of Enrollees assigned by Enrollee Age Category. The enrollee age categories shall be
consistent with the following; Age Under 1, Age 1 — 13, Age 14— 20, Age 21- 44, Age 45 — 64, Age 65 +.

21, Section 2-10.13.7 shall be deleted and replaced as follows:

2-10.13.7.

(a)

(b)

Disease Management Evaluation

The CONTRACTOR shall submit a quarterly Disease Management Update Report that includes,
for each disease management program as described in Section 2-7.1.f, a brief narrative description
of the program, the total number of members in the program, the total number of members
enrolled and disenrolled during the quarter, and a description of the specific provider and member
interventions performed during the quarter. The report shall be submitted in a format prescribed by
TENNCARE.

Annually on July 1%, the CONTRACTOR shall submit a Disease Management Report that
includes, the following:

(n Definition of target population (eligibility criteria) for each program and the method
used to identify and enroll members including frequency of systematic identification

Process;

(2) Written description of the stratification levels for each of the four (4) programs ,
including member criteria and associated interventions;

(3) Information specified in 2-7.1.f (7);
(4) Written analysis of data presented;

(5) Discussion of barriers and challenges to include fesources, program structure, member
involvement and provider participation;

(6) Summary of member satisfaction with the DM program; and

(7N Description of proposed changes to program based on evaluation.

22. Section 2-10.13. shall be amended by adding a new Section 2-10.13.9 which shall read as follows:

2-10.13(9)

M

@)

Case Management Reporting

The CONTRACTOR shall submit a quarterly case management report in a format prescribed by
TENNCARE. Enrollees who are enrolled in Disease Management need not be included in this
report unless they are also receiving case management services.

By August 15, 2007, the CONTRACTOR will submit a report to TENNCARE describing the
CONTRACTOR’s case management services. The report will include a description of the criteria
and process the CONTRACTOR uses to identify members for case management, the process the
CONTRACTOR uses to inform members and providers of the availability of case management, a
description of the case management services provided by the CONTRACTOR and the methods
used by the CONTRACTOR to evaluate its case management program. Annually thereafter, the
CONTRACTOR shall submit a report outlining any changes to the case management program,
along with justification for such changes. These reports should only contain case management
activity.

13
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23,

24,

25.

b.

Section 2-10.14.2 shall be deleted and replaced as follows:

2-10.14.2

Emergency Room Utilization

As specified in Sections 2-7.1.e and 2-9.4, the CONTRACTOR shall maintain a procedure to identify
enrollees by PCP panel who establish a pattern of use of the emergency room and shall submit the
following reports regarding Emergency Room/Emergency Department Utilization.

(a)

(b)

2-10.14.4

The CONTRACTOR shall submit a monthly report by PCP that includes the following
information: Provider Name, Provider Medicaid 1.D. Number, NPI Number, Provider Specialty,
Number of Members assigned, and Number of ER Visits. This report shall include a rolling twelve
(12) months which shall be refreshed on a monthly basis and submitted with a thirty (30) day lag.
Each monthly report is due to TENNCARE by the 5" calendar day of the following month.

In accordance with Section 2-7.1.e, the CONTRACTOR shall submit to TENNCARE the
following Emergency Department Utilization Reports:

(D

2)

3

No later than Febrary 28" and August 31" each year, submit a report identifying
emrollees who exceeded the defined threshold for ED usage and specifying the
interventions initiated for each enrollee.

By August 1, 2007, the CONTRACTOR must submit a written report to TENNCARE
providing the telephone number that will be used for such scheduling assistance and
describing the process the CONTRACTOR will use to assure all requests are responded
to appropriately, including a description of the training provided to staff answering the
24/7 scheduling assistance line.

On a quarterly basis, the CONTRACTOR shall report the total number of calls received
pertaining to patients in EDs needing assistance in accessing care in an alternative setting.
Such report will include the date and time of the call, identifying information for the
enrollee, the name and location of the hospital, the ultimate response to the call (e.g.
appointment made with PCP) and the elapsed time from ED visit until appointment in
alternative setting, If the CONTRACTOR uses the Nurse Triage line to provide
appointment assistance to non-emergency ED patients, the aforementioned information
may be provided in conjunction with the report discussed at Section 2-9.3.8 of this
Agreement.

Section 2-10.14 shall be amended by adding a new 2-10.14.4 which shall read as follows:

24/7 Nurse Triage Call Line

In accordance with Section 2-9.3.8 of this Agreement, the CONTRACTOR shall track and report on a
quarterly basis total calls received by the 24/7 Nurse Triage line including the ultimate disposition of the
call (e.g. education only, no referral for care; referred to primary care provider for care, referred to
emergency department for care). If the CONTRACTOR uses the 24/7 nurse line to fulfill the requirements
set forth in Section 2-7.1.¢ (8) of this Agreement, such calls must be separately delineated in the report in
accordance with the requirements described in Section 2-7.1.e (10} of this Agrecment.

Section 2-28.b and 2-28.¢ shalt be deleted and replaced as follows:

Community Health Record Deliverables. Effective July 1, 2005, version 1.0 of the CHR shall be available

to TENNCARE for VSHP contracted providers and all enrollees assigned to BlueCare/TennCare Select.
Enrollees may opt out in which case the enrollee’s information will be omitted from view through the
CHR. The CHR shall include the following enrolles information:

Patient Demographics
Primary Care Physicians (PCPs) identified

14
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Claimed visit information from claims detail

Medication information from claims detail

State immunization information

Laboratory results and/or Laboratory data information from claims detail

Interactivity by the provider through EPSDT (TenderCare) documentation to include 16 age specific
forms complying with current periodicity

c. Community Health Recerd Electronic Prescribing Function

Beginning no later than October 31, 2005, as a component of the Community Health Record function of
TennCare Select, the Contractor shall begin making available to VSHP contracted providers the following
glectronic prescribing functionality to allow for prescribing medications:

Eligibility

Formulary information

Drug to drug compatibility

Drug to allergy checking

Dose range checking based on predetermined characteristics including age, height, weight and

additional attributes

s Member and provider education as regards co-pays and total costs differentials for brand names
versus generic utilization

+  Appropriate therapeutic substitution

Step care progression relevant to clinical process

s & & & @

Effective no later than September 1, 2006, VSHP began making available the current version of the
Community Health Connection to all TennCare providers for the entire TennCare population, with the
exception of enrollees who opt out, not to exceed 1.3 million members. In addition, VSHP commenced
comprehensive communication, marketing and outreach programs to providers to maximize the nuniber of
providers who utilize the Shared Health System. VSHP initially targeted a 10% provider adoption rate by
TennCare providers no later than nine (9) months following the implementation of all TennCare enrollees
of 3rd Quarter 2006; 16% in Year 2 and 25% in Year 3.

Further requirements, ncluding but not limited to, timeframes and procedural requirements are provided for
in the Memorandum of Understanding (MOU) between the State, VSHP and Shared Health. Said
requirements, guidelines and expectations, including but not limited to liquidated damages, are
incorporated by reference, as though copied verbatim, herein.

26. Section 4-1.1.n shall be amended by adding new text in the last paragraph so that the amended Section 4-1.1.n shall
read as follows:

n It is the intent and policy of TENNCARE that TennCare-eligible newborn children and their TennCare
eligible mothers, be enrolled in the same MCO. This policy is only applicable to Group 6 enrollees.
Enrollment of the newborn child in the same plan as its Mother facilitates coverage and payment of the
costs associated with delivery, facilitates coverage and payment of the newborn services provided after
birth of the child but prior to establishment of individual TennCare eligibility for the child and provides a
financial incentive to the CONTRACTOR to promote prenatal care as a means to reduce the risks of a
complicated and more costly pregnancy and/or delivery.

It is recognized by TENNCARE and the CONTRACTOR that despite the best efforts of TENNCARE to
assure enrollment of a newborn in the same plan as its Mother, due to the various means of enrollment in
the TennCare program, a newbom child may be inadvertently enrolled in a plan different than its Mother.
When such cases are identified by the CONTRACTOR, the CONTRACTOR shall immediately report to
TENNCARE, in accordance with written procedures provided by TENNCARE, that a newborn child has
been incorrectly enrolled in a plan different than its Mother. Upon receipt of such notice from a

15
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CONTRACTOR or discovery by TENNCARE that a newborn has been incorrectly enrolled in a plan
different than its Mother, TENNCARE shall immediately:

§))] Disenroll the newbom from the incorrect plan;
2 Recoup any payments made to the CONTRACTOR for the newborn;
3) Enroll the newborn in the same plan as its Mother with the same effective date as when the

newborn child was enrolled in the incorrect plan; and
4 Make payments to the correct plan for the period of coverage.

The plan in which the newborn child is correctly enrolled shall be responsible for the coverage and
payment of TennCare-covered services provided to the newborn child for the full period of eligibility. The
plan in which the newborn child was incorrectly enrolled shall have no liability for the coverage or
payment of any TennCare-covered services provided, except as described below, during the period of
incorrect plan assignment and TENNCARE shall have no liability for payments to the CONTRACTOR in
these cases.

There are circumstances in which a newborn child’s Mother may not be eligible for participation
in the TennCare program. The CONTRACTOR shall be required to process claims received for
services provided to newborn children within the time frames specified in Section 2-9.7 of this
Agreement. The CONTRACTOR shall not utilize any blanket policy which results in the
automatic denial of claims for services provided to a TennCare-cligible newborn child, during
any period of enrollment in the CONTRACTOR’s plan, because the child’s Mother is not a
member of the CONTRACTOR’s plan. However, it is recognized that in complying with the
claims processing time frames specified in Section 2-9.7 of this Agreement, the CONTRACTOR
may make payment for services provided to a TennCare-eligible newborn child enrolled in the
CONTRACTOR’s plan at the time of payment but the child’s eligibility may subsequently be
moved to another contractor’s plan. In such event, the CONTRACTOR in which the newborn
child is first enrolled (first plan) may submit supporting documentation to the contractor’s plan in
which the newborn child is moved (second plan) and the second plan shall reimburse the first
plan within thirty (30) days of receipt of such properly documented request for reimbursement,
for the amount expended on behalf of the child prior to the child’s eligibility having been moved
to the second plan. Such reimbursement shall be the actual amount expended by the
CONTRACTOR and shall be used to reduce the amount of funds requested from the State in the
weekly remittance request. In the event the CONTRACTOR is the second plan (i.e. the plan to
which the newborn child is moved), should the CONTRACTOR fail to reimburse the first plan
the actual amount expended on behalf of the newborn child within thirty (30) days of receipt of a
properly documented request for payment, TENNCARE is authorized to reimburse the first plan.
In the event that the CONTRACTOR fails to reimburse the first MCO the actual amount
expended on behalf of the newborn within thirty (30) calendar days of receipt of a properly
documented request for payment, TENNCARE may assess liquidated damages as specified in
Section 6-8.b.2.

- 27, Section 5-1.i and j. shall be deleted and replaced as follows:

i

Effective July 1, 2005 through August 31, 2006, VSHP shall provide all services required to maintain the

_ CHR, EPSDT documentation and reporting analytics as related to said CHR as defined above, at no

additional charge to the TennCare Bureau. Effective July 1, 2006 through June 30, 2007, VSHP shall be
reimbursed an administration fee for maintaining and providing the CHR of $1.20 PMPM for enrcllees
participating in the CHR.. TENNCARE shall not reimburse the additional $1.20 PMPM for enrollees who
opt out and are omitted from the CHR. Upon sixty (60) calendar days prior written notice, the State may
terminate the services to be provided under this section of this agreement with or without cause, and/or for
convenience. Upon provision of said notice and at the conclusion of the sixty (60) calendar day notice
period VSHP’s obligation to provide necessary services to maintain the CHR will end and the State shall
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have no further obligation to reimburse the $1.20 PMPM administration fee. Effective July 1, 2007, the
administration fee for providing the CHR shall be set forth in the Memorandum of Understanding (MOU})
between the State, VSHP and Shared Health.

Pay-for-Performance Quality Incentive

On July 1, 2007 the CONTRACTOR will be eligible for an additional $0.03 pmpm, applied to member
months from the period of July 1, 2006 to December 31, 20086, if their HEDIS 2007 HbALC testing rate
demonstrates significant improvement when compared to the MCO’s 2006 HEDIS HbAIC testing rate.
Significant improvement is defined using NCQA’s minimum effect size change methodology and is
illustrated in the following table where the CONTRACTOR’s 2006 HEDIS HbALC testing rate represents
the baseline.

NCQA Minimum Effect Size Change Requirements:
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0-59 i Atleasta 6 percentage point change
60-74 At least a 5 percentage point change
75-84 At least a 4 percentage point change
85-92 At least a 3 percentage point change
9396 At least a 2 percentage point change
97-99 At least a 1 percentage point change

In addition, on July 1, 2007, the CONTRACTOR will be eligible for another $0.03 pmpm applied to
member months from the period of July 1, 2006 ~ December 31, 2006. This additional payment will be
made if the CONTRACTOR’s 2007 HEDIS Prenatal Care rate demonstrates significant improvement when
compared to the MCOQ’s 2006 HEDIS Prenatal Care rate. Significant improvement is defined using
NCQA’s minimum effect size change methodology and is illustrated in the table above where the MCO’s
2006 HEDIS Prenatal Care rate represents the baseline.

On December 31, 2007, the CONTRACTOR. will be eligible for an additional $0.03 pmpm applied to
member months from January 1, 2007 — June 30, 2007 if the ED visit rate per 1000 for asthma has
decreased by at least 5%. The time period for comparison will be January 1, 2007 — June 30, 2007
compared to a bascline represented by January 1, 2006, - June 30, 2006. Dual eligibles will be excluded
from the rate numerator and denominator. Per methodology developed by the Bureau, only ED visits with
asthma as a primary diagnosis will be included in the rate numerator. The rate denominator will include
individuals with asthma in any diagnosis field on any claim. Only individuals with continuous eligibility
will be included in this calculation.

In addition, on December 31, 2007, the CONTRACTOR will be eligible for an another $0.03 pmpm
applied to member months from January 1, 2007 — June 30, 2007 if the ED wvisit rate per 1000 for
congestive heart failure has decreased by at least 5%. The time period for comparison will be January 1,
2007 — June 30, 2007 compared to a baseline represented by January 1, 2006, - June 30, 2006. Dual
eligibles will be excluded from the rate numerator and denominator. Per methedology developed by the
Bureau, only ED visits with congestive heart failure as a primary diagnosis will be included in the rate
numerator. The rate denominator will include individuals with congestive heart failure in any diagnosis
field on any claim. Only individuals with continuous eligibility will be included in this calculation.

On July 1, 2008, the CONTRACTOR will be eligible for a $0.03 pmpm payment, applied to member

months from the period January 1, 2007 to December 31, 2007, for each of the following 2008 HEDIS or
CAHPS measures for which significant improvement has been demonstrated. Significant improvement is
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28.

29.

30

defined using NCQA’s minimum effect size change methodology, where the applicable 2007 HEDIS or
CAHPS score serves as the baseline.
s HbAIC Testing
Controlling High Blood Pressure
Timeliness of Prenatal Care
_ Postpartum Care
Adolescent Immunizations {combo2)
Childhood Immunizations (combo 2)
Cervical Cancer Screening

The Liquidated Damages Chart in Section 6-8.2.2 shall be amended by adding a new C.4 which shall read as follows:

Cc4 Failure to reimburse the first MCO +.7| $1000.00 per day for each day beyond thirty
within thirty (30) calendar days of “| (30) calendar days of receipt of a properly
receipt of a properly documented request |- .| documented request in addition to a one time

for a misaligned newborn in accordance | assessment of $5,000 per occurrence

with Section 4-1.1.n

Section 6-27 shall be deleted and replaced as follows:
6-27 Contract Term of The Agreement

This Agreement and its incorporated attachments, if any, as well as all Amendments to this Agreement, contain all
of the terms and conditions agreed upon by the parties, and when executed by-all parties, supersedes any prior
agreements. Unless a provision contained in this Amendment specifically indicates a different effective date, for
purposes, of the provisions contained herein, this Amendment shall be in effect from July 1, 2001, subject to
approval by the U.S. Department of Health and Human Services, Centers for Medicare & Medicaid Services. The
term of this Agreement shall expire on June 30, 2008. At the mutual agreement of TennCare and the
CONTRACTOR, this CONTRACT shall be renewable for an additional twelve month period.

Notwithstanding any provision herein to the contrary, the State may terminate this Agreement if the waiver
governing TennCare is terminated. The documents referenced in the Agreement are on file with the
CONTRACTOR and with TENNCARE and the CONTRACTOR is aware of their content. No other agreement,
oral or otherwise regarding the subject matter of this Agreement, shall be deemed to exist or to bind any of the
parties hereto.

ATTACHMENT 1V shall be deleted and replaced in its entirety and shall read as follows:

ATTACHMENT IV
~ SPECIALTY NETWORK STANDARDS

The CONTRACTOR shall adhere to the following specialty network requirements to ensure access and availability to
specialists for all members (adults and children) who are not dually eligible for Medicare and TennCare (non-dual members).
For the purpose of assessing specialty provider metwork adequacy, TENNCARE will evaluate the CONTRACTORs
provider network relative to the requirements described below. A provider is considered a “specialist” if he/she has a provider
agreement with the CONTRACTOR to provide specialty services to members. '

Access to Specialty Care

The CONTRACTOR shall ensure access to specialty providers (specialists) for the provision of covered services. At a
minimum, this means that:
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(1) The CONTRACTOR shall have provider agreements with providers practicing the following specialties: Allergy,
Cardiology, Dermatology, Endocrinology, Otolaryngology, Gastroenterology, General Surgery, Neonatology,
Nephrology, Neurology, Neurosurgery, Oncology/Hematology, Ophthalmology, Orthopedics and Urology; and

(2) The following access standards are met:

o Travel distance does not exceed 60 miles for at least 75% of non-dual members and
o Travel distance does not exceed 90 miles for ALL non-dual members

Availability of Specialty Care

The CONTRACTOR shall provide adequate numbers of specialists for the provision of covered services to ensure adequate
provider availability for its non-dual members. To account for variances in MCO enrollment size, the guidelines described in
this Attachment have been established for determining the number of specialists with whom the CONTRACTOR must have a
provider agreement. These are aggregate guidelines and are not age specific. To determine these guidelines the number of
providers within each Grand Region was compared to the size of the population in each Grand Region. The CONTRACTOR
shall have a sufficient number of provider agreements with each type of specialist in each Grand Region served to ensure that
the number of non-dual members per provider does not exceed the following:

Maximum Number of Non-Dual Members per Provider by Specialty

., Specialty .| Number of Non:Dual Members'
Allergy & Immunology 100,000 -
Cardiology 20,000
Dermatology o 40,000
Endocrinology 25,000
Gastroenterology 30,000
General Surgery 15,000
Nephrology : 50,000
Neurclogy 35,000
Neurosurgery 45,000
Oncology/Hematology 80,000
Ophthalmology 20,000
Orthopedic Surgery 15,000
Otolaryngology 30,000
Urology 30,000

31 Attachment XII, Exhibit E shall be deleted and replaced with “LEFT BLANK INTENTIONALLY™.

ATTACHMENT XII, EXBIBIT E
LEFT BLANK INTENTIONALLY
32. ATTACHMENT XII, Exhibit H.1 “QIA Grid” shall be deleted in its entirety and shall read “LEFT BLANK
INTENTIONALLY™.
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All of the provisions of the original Contract not specifically deleted or modified herein shall remain in full force and
effect. Unless a provision contained in this Amendment specifically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effective July 1, 2007 or as of the date
it is approved by the U.S. Department of Health and Human Services, Centers for Medicare & Medicaid Services.

IN WITNESS WHEREOF, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY:

M. D. Goetz, Jr.
Commissioner

DATE:

APPROVED BY:
STATE OF TENNESSEE

DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY:

M. D. Goetz, Jr.
Comnmiissioner

DATE:

VOLUNTEER STATE HEALTH PLAN, INC.

BY:
Ronald E. Harr
President and Chief Executive Officer

DATE:

APPROVED BY:

STATE OF TENNESSEE
COMPTROLLER OF THE TREASURY

BY:

John G, Morgan
Comptroller

DATE:
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